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CEMTERED AND REC EQCULED

Indiana Access to Recovery (ATR) — Client Choice Form

Y g . INATR - 001 — Marion
I J GMM m bd/\ , IDOC# understand that Indiana Access to Recovery is a voluntary
(Entdr Client’s Name) (If applicable)

program and that my participation in the program is because I want to recover from my addictions. Iunderstand that there are a number of
providers qualified to provide any service that I may require during my participation in the ATR program. I also understand that I may choose

the providers that provide services to me while I participate in the program. I understand that the following providers are ready to provide
Indiana ATR clients with recovery consultation.

Name of Organization Phone Fax Disclosure
ANSAR 317-291-4444 317-713-1141 Required
Community Outreach Network Services 317-710-3074 317-328-8932 Not Required
Rich Recovery Services 317-926-5822 317-926-0604 Required
Women Entrepreneurs of America — Project Return 317-890-0933 317-890-0904 Not Required
MSD of Wayne Township — Adult Education Program 317-248-8616 317-243-5537 Required
PACE/OAR 317-612-6800 317-612-6811 Required
Volunteers of America 317-234-1931 Ext. 238 or 317-234-1939 Not Required
317- 432-4080
Workforce, Inc. 317-532-1367 317-532-1369 Required
Julian Center (female clients only) 317-941-2200 317-937-7093 Not Required
The Way to Recovery 317-946-2844 (female clients) or 317-328-3437(f) Not Required
317-985-5907 (male clients) 765-483-9844 (m)
Calvary Temple of Indianapolis 317-897-7100 317-897-7983 Required
Family Service of Central Indiana 317-634-6341 x201 317-464-9575 Not Required
Wheeler Mission Ministries 317-636-2720 317- 686-0488 Required
From the above list I have selected _vzf_) uwtr f 04 M ca to provide this service.

(Enter Name of Recovery Consultant)
I understand that some of the providers listed above either offer services in addition to recovery consultation or are affiliated with agencies that
offer other ATR services. If this is the case, a disclosure is required.

No one has exerted pressure on me to select this particular provider and I am confident that this provider is best suited to meet my needs for
recovery consultation. I understand that if I find that this proyider does not meet my needs, I may select another provider to replace this
provider at any time. I understand that 748 W co may not be willing or have the ability to

(Enter Name of Recovery Consultant)

provide recovery consultation to me, in which case I will need to select a different provider.

I understand that the Recovery Consultant will need to contact me.
I authorize my chosen Recovery Consultant to contact me by contacting me at the following:

Address: \25 -RIC(NUNJI RDQA
Home Phone: 5‘1'5.55‘ WTCeH Phone: _MONWL Work Phone: ywni

I authorize the referral agency to release my information to help the Recovery Consultant contact me:

Referral Agency: L“k RL(JVW@ CWCV
Referral Agent: pmw DM ) Phiie: 3ﬂ -2 2222

MW 2,9, 019

<
Client Signature U Date

Fax all IDOC referrals to Amanda Copeland: 317-233-1474 (fax)
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Indiana Access to Recovery (ATR) — Client Consent to Participate
INATR - 002 — 11/26/2008

1- ATR Client Name: Sguug g‘m% Date: _£/q /04
2- Have you ever received Ai")R services anywhere in the state of Indiana? [IYes @N o
3- Are you chemically dependent or addicted to alcohol or another drug? @Yes [INo
4- Are you legally a minor or juvenile? | [ Yes @No
5- When you are not in treatment, where do you live? f,i’? ﬁi:l?\f*i&" Y f\/, e.u%k A nAlang ffx A LN Hiylot
6- What county is that in? ) /uaﬂfi«i?ﬁ./

7-How many family members live in your household? pi

8- What is your annual household income? ’ "'f J wu Y

9- Have you used Methamphetamine in the last 90 days? [ 1Yes @No
10- Have you ever used Methamphetamine? [IYes [XINo
11- Have you been released from prison, jail, or another correctional facility in the 6 months? [ IYes |Z[N0
12- Will you be released from prison, jail, or another correctional facility in the next 6 months? [ IYes No
13- (If client is a woman) Are you pregnant, or do you have dependant children? [Yes [INo
14- Are you entering this program because you want to actively participate in recovery? [AYes [ No
15- Did anyone tell you that you had to enter the ATR program? (IYes [ANo
16- Do you want to actively work to recover from substance abuse or addiction? MYes [ No

Under penalty of perjury, I affirm that the information in this “Client Consent to Participate” form is correct.

Client gignatur,é Date

I recognize that I am responsible for my recovery and I will do everything in my power to recover from my substance abuse
or addiction, and will do everything in my power to assist those individuals that agree to help me as I recover from my
substance abuse or addiction.

N :
471({( / L’w Al L7509

Client Signaturé Date

For ATR Eligibility Questions, please call your Indiana ATR County Representative.
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RECOVERY FOCUSED

Indiana Access to Recovery (ATR) — Client Registration Form
INATR- 019

Please complete this form to the best of your ability. This information will be used to enroll you in the Indiana
Access to Recovery (ATR) Program. All information will be kept confidential in accordance with state and

federal law.

334

The required fields are noted with a

symbol. Please be sure to complete those fields. If you have any

questions, your Recovery Consultant will be able to assist you. Thank you.

T \ LT
*Name: S{;_LM J WL 3 WU
First Middle Last
“Date of Birth: _| ||| 0| *Gender: [ JM  [AF
*Soc. Sec. #: g,g %‘f? P 225 Race/Ethnicity: (0 dMiin
Email Address: A (‘L Yedron + Covun
J
Home Address: Z.J [4\» vy kt dd [ r Wenly I\ 4»{ 20 (
Street Address / Apt. # City State  Zip
4 =7~} ) N 0 o i n '/}""!’ 1
Alternate Address: AAZ D}”W{lm % /1) [ (U anepoly |N YWD
Street Address 7 Apt. # City State  Zip
Phone #: 3 17 - ;;jﬁ‘ A “5‘3 S Cell Phone #: pypuy

Work Phone #: /i

Driver’s License #: %/ (.20 02 Ho00)

Alternate Name/Alias:

Qoets0. D oo LRI
Other Phone #: 27344 DI 7 5B -2095

Are you a veteran? [_] Yes No

jﬂuci Tohnson
First Middle Last

Please list highest level of education completed:

il
\ P
(U /(_«L;,{/ LJ}([" 'i//i/i;'*{ e/

[U4h q e

29 ii"//s;-’ q

Client Sig‘ﬂature

Date

FOR OFFICE USE ONLY. Please complete and forward to DMHA (317) 233-1986

Population (mark all that apply): [ ]1

W [IM-90day [ ]|M-other

[ ]NS

ATR County: }/M g

Recovery Consultation Org Name: V‘V 4,

CC: Initials: j\,&
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A!\’!D RECOVERY FOCUSEDR
Indiana Access to Recovery (ATR) — GPRA
INATR-018

%
)

A. RECORD MANAGEMENT

Client ID Fi 89 M8 00,59,

Client Type:

O  Treatment client
@ Client in recovery

Interview Type [CIRCLE ONLY ONE TYPE.]

Intake [GO TO INTERVIEW DATE]

N

s e

6 month follow-up — — —  Did you conduct a follow-up interview? O Yes O No
[/IF NO, GO DIRECTLY TO SECTION 1.]

Discharge — — — Did you conduct a discharge interview? O Yes O No
[IF NO, GO DIRECTLY TO SECTION J.]

4 /) g 71 “ z
Interview Date | U |]~ 1/ U |4, 1/ AU |is‘" | i |
Day

Month Year

[IF FOLLOW-UP AND DISCHARGE INTERVIEWS: SKIP TO SECTION B.]

[IF METH USER (90 DAY RULE) WRITE METH USER HERE]

402 West Washington Street, Room W353 Indiana polis, Indiana 46204-2739



Indiana Access To Recovery (ATR)— Chent Information Form
INATR - 004

CLIENT GENERAL INFORMATION

Client Name: { , ATR Enrollment Date: _ ;.. ,
; 2 /e )
Jiliy Srmeth 2/9]0q

Is the address client gave on the Registration Form a permanent address? [ [Yes [X]No
If No, please explain (if the chent is staylng a friend/family member’s home or in a shelter/halfway house,
please explain here): ”{,ivrrf‘*‘i/]’ 1 mf,;/v/ ’/ J} end i Recover ;/ Koad

//L‘/}"lwi’JW* addresy

If the client gave Alternate address information, please explain:
Gowe didieys Of SHE D1 Fearew ay. IR

zf/ﬂt ]/ fvoie [n vl Sistr inie h-eatviens Mﬂ’%ﬂ)

General Information Notes:

CLIENT FAMILY INFORMATION

Is Client Married? | Does Client live with a: [_| Spouse [ |Partner/significant other
[Yes [KNo []Girlfriend [ |Boyfriend [{] Other Amenid

If client does live with someone, what is that Spouse/Partner’s Phone:
i ?2 0 . 0. py 70
person s name y/g,é n oM H/ f’(—%{i‘”‘; UM Mdzr»ﬁ}( J‘fﬂ i}/fhi
Does the client have any | If Yes, how many? It apphcable, does the client have regular contact with
children? @Yes [ INo j/ their children? [){JYes [ |No
If applicable, are any of the client’s If yes, does the client have adequate childcare for the children

children under the age of 142 [Yes [ [No | under 14? [ [Yes [NNo

Does the client’s spouse or partner have any significant physical health, mental health, or legal issues? e
Yes [ INo If Yes, please explain:

Wit Frauma qa & ChUL - puight hae i hea ki ity

Do any children in the client’s family have significant physical health, mental health, or legal issues? [ IYes
[ENO If Yes, please explain:

Does the client report any significant issues, health or otherwise, with any extended family members? .Yes
[ INo If Yes, please explain:

/}/f xM‘l] {’fif» U’/ //fM//,/n‘z\J “(/{f;/ A rctvn s

Does the client report that their spouse/pariner or other significant family members have a history of
substance abuse issues or addiction(s)? |~ Yes [ No

If Yes, please explain:
P P Wt oot

Family Information Notes:




ATR Client Information Sheet

If applicable, list the client’s previous criminal charges:

3/;11 VMM"‘J M/”}'/M ‘/( j‘w‘la‘i

Is the client required by a proba‘uon/parole officer or as part of a diversion agreement to participate in any
type of programming? If yes, please list out all requirements:

Is the client required by any court (criminal or family) to have contact with a case worker, case manager, or
similar professional? [ ]Yes [{]No Ifyes, please explain:

Legal Information Notes:

"

MENTAL AND PHYSICAL HEALTH INFORMATION

Does the client report having any physical or mental health issues? [X]Yes [ _No.
If Yes, please explam -
07,

Please list any medications the client is taking to address any physical or mental health issues.
fand CLbrénti

Does the client currently have health insurance? [ JYes [WINo ,
If yes, does that insurance cover mental health or addictions treatment? []Yes [XNo

Does the client report any current or previous suicidal ideation or attempts? BYes [ INo

If Yes, please explain: 4 (/f;ﬂ/l/”f . Hrumoe Ul +u mf*mmf Wf/f"ﬁ/ e M _‘{{{/(./ 205

If the client is currently under the care of a physical and/or mental health professional, (Medical Doctor,
Psychologist, Therapist, Counselor), please list that person’s name and contact information:

hla

Has the client ever been enrolled in any type of formal treatment to address their substance abuse/addiction
issues? [AYes [ |No. If Yes, please describe: (include location, therapist name, whether or not the client
successfully completed). 41zp104 /07 ¢ ';lf“f af MUARTNN, [fnsdes Tharupatt paret G

Taaves (doggn+t ' rétundeer 180 -tane) —ig Jio1 Couper,

What is the client’s substance of choice? (please list all)
4/71&!'441 ﬁ""ﬁ“’?: d ’f/L CoCeans Wil

an /,é’il(’/f
What is the longest amount of time the client Does the client report having any co-occurring addictions?
has been able to abstain from using (gambling, sex, shopping, etc)
substances? (hours, days, weeks, months, Yes [ ]No
etc.) 7, mrehANS If Yes, please list:
e Qawiloury

Does the client currently have | Does the client currently attend an NA/AA meeting?
a sponsor? [ ]Yes [X]No [dYes [ INo If Yes, how often do they attend? Moot | v / P
Al 4




ATR Client Information Sheet

If No, is the client aware of local meeting locations?

mYes [ INo

What methods have been most helpful to the client in addressing their substance abuse or additions issues?
Please check all that apply.

[] Participating in a therapy group ] Participating in individual counseling
~ Participating in a 12-step group [ ] Spending time with friends
~ Working Attending a religious service
Listening to music [ ] Speaking with a minister, pastor, priest, etc.
X Exercising/Participating in a sport [_| Participating in an art activity or hobby
[ ] Spending time with their children [ | Spending time with a spouse or significant other
[] Other

What barriers to their recovery do the client report/expect/foresee‘7
71,4, wity And heksip 1 destruch ve réiatiensh 1

Please list any other government supported programs in which the client currently enrolled (TANF, HIP,
DWD programming, Vocational Rehabilitation Programming, etc.):

/)ﬁ“, wd ﬁ /f*’/‘vw mf(j—;lfw/j)
Cvoidered Voo . Ribab bud MK /«"/?,M

Mental/Physical Health Notes:
idy (Aircad Addervant

CLIENT STRENGTHS INFORMATION

Who does the client 1dent1fy as a social support? Please list all persons (family, friends, employer, etc.):
5)73.;(,@ - ff/mj FrithA ~dusan
y /ﬁ«i«@”ﬁ L~ - ;}‘[f;’ ¢74

What pro-social activities does the client enjoy doing?

,:;7”/7: Spnt

What strengths does the client identify about him/herself?
Drqan ized, Difad 07 cnfed, Lommetted

Client strengths notes:

e 4 o I oush Recuams ~
Uittt Femo Sy e 06T 10 A0S rou

Fmplredole

ADDITONAL CONTACT INFORMATION

If client cannot be reached at the given phone or alternate phone number, who else can be contacted to try to
find him/her? [_|Spouse/partner  [_]Parole/Probation Officer

[ ] Counselor/Therapist |

[X]Other If other, give name, contact phone number, and explain relationship to client: Auan »‘fﬂw,




ATR Client Information Sheet

2/7-233 5523 (Hmay)
5,7-868- 6208 (mothar ~Ann )

CLIENT EMPLOYMENT and EDUCATION INFORMATION

Is the client employed? If yes, name of employer:

[ ]Yes @No

Does the client report being satisfied by their current position? [ [Yes [ |No
If No, please explain: n/o

How many days/hours Please note the client’s work schedule (days/nights, hours, etc.).

per week does the client
work? . k;»,,m,; 1§~ hetrs

j 0 S ot ing

Does the client report having a disability that limits or prevents their ability to work? [ IYes
No If Yes, please explain:

Has the client been found eligible for disability insurance? [ |Yes No

If the client is unemployed, are they actively lookmg for employmenﬁ .Yes [ No
If yes, in what field/industry? / Wendd et 7 D -hnd [;,é;,;g/, b -

Sitief S heedo Jorne cducahon . AChiure

What is the highest level (grade/degree) of education | Does client report having adequate reading abilities?
client successfully completed? /) /h j( rAAL IZ]YeS [ [No

Is the client a native English speaker? [X| ] Yes [ ]No
If no, does the client need for English as a Second Language (ESL) services? [ ]Yes [ ]No If Yes, for
what language?:

Does client report having any learning disabilities? [ ]Yes IENO
If Yes, please describe:

Does the client report a desire to increase their education level or move into a different type of employment?
MY¥es [No If Yes, please explain:
Widdd Lkt 2 w b than Dt -needs Sine ¢ frrmales Lhucadion

Does the client report that they have any documentation they may need to acquire a job (driver’s license, state
issued ID card, birth certificate, etc.) kdYes [ No dpvésy [102hi

Does the client have reliable transportation? [ |Yes [XNo ; (/)) s st}
If no, does the client reside near public transportation (bus/train stop) [es [No "7 /

Employment and Education Notes:

CLIENT LEGAL HISTORY/INFORMATION

Is the client currently on probation or parole? [ ]Yes ANo

Probation/Parole officer Name:

N / A

Phone number:

If applicable, list the client’s current criminal charges:




ATR Client Information Sheet

When arranging for voucher changes/additions via phone client will need to provide a “password” to the
Recovery Consultant to confirm their identity prior to the voucher authorization. In the boxes below, please
provide password information.

Mother’s maiden name: S/ Childhood Pet’s Name: /&4 ¢/

Other password: £/ / Other password clue: Jucride Co/ér

OTHER RELEVANT INFORMATION/UPDATES

. sl Wi .
/7 1 J L ey .
[t JThA <11/09
Recovery Consultant Signature ' Date




T 2 S ECOVERY FOCUSEDR
Indiana Access To Recovery (ATR) — Individualized Recovery Planner - 1
INATR - 006

Client Name: ATR Enrollment Date: . /..,
o~ / ‘7/ o9

Ju i Simeth

Types of ATR Services available for voucher authorization:
Clinical Treatment Services: Clinical Assessment, Intensive Outpatient Treatment,
Independent Dual Diagnosis Treatment, Detoxification
ATR Recovery Services: Transportation, Employment, Continuing Care/Relapse Prevention, Faith-based and
Community Support, Substance Abuse Prevention/Education/Intervention, Parenting Support (childcare),
Parenting Educational Services, Housing Assistance, GED and Supportive Education, Peer to Peer Services,
Family and Marital Counseling, Alcohol and Other Drug Screening

Original IRP — Visit 1 j Date: 2/9/04

What is client’s stated reason for enrollmg in ATR?

»“/7f // {'M d([/}}'/{wn {M,J ui(;’hﬁ 3’ )/rcjf/‘%ﬁ/5<//’w/ /d/( hﬂ% f/r 5»7/‘2{;7 //1 f'f»«’ '/W’(fli/

What needs has the client 1dent1fied that might be barriers to entering or remaining in recovery?

-fR >p.;w~mﬁff Jatle Of Wﬂ'ff ehid.oare, lack of éwwxth.

Type of ATR ’ Please list the name of the  Estimated  Estimated ,

Service/Program  Certified ATR Provider the “ Service Service  Number of Units
(see list above) client has chosen forthe service Start Date End Date Authonzed ,

| M Pt~ i pe 2] .7 20 - Idiiduid
Prvployman Serviied Phle [ 0AE iz 0q 312) vq

Tawi porfachn Dus V17 / OAK 2 12/ 14 4/ 12j04 05 Whits

Rutwiany Bgpory | Ohild, Evagmeroany Comar | 1R109 1 3)i2)0g | 50 wnet

Original IRP Notes:
ﬁa z/, / ‘{t [ i ~ A
f[/; //»!’ drmtho 94/ 9/09
Client Sign‘é’ture Date

U sohd 2(9] 04

Recévery Consultant Signature Date
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CLENT CENTERED AND RECOVERY FOCUSED

Indiana Access to Recovery (ATR) — Client Choice Form for Service Providers
INATR - 008

B(Uv l/1 va 1{4’\ , understand that Indiana Access to Recovery is a voluntary program and that

the purpose of participating in the program is to recover from addictions.

I understand that there are a number of providers qualified to provide any service that I may require during
my participation in the ATR program. I also understand that I may choose the providers that provide
services to me while I participate in the program.

By signing this document, I affirm that my Recovery Consultant has shown me a list of the service
providers that are certified by Indiana Access to Recovery to provide each of the services I have chosen to
access. I understand that if I find that any of these providers do not meet my needs, I may select another
provider at any time.

I understand that each of the providers I have selected may not be willing or have the ability to provide
services to me, in which case I will need to select a different provider.

Through the intake process and development of the Individualized Recovery Plan, I have come to
understand that accessing the following services will help me successfully recover from substance use and
abuse:

Service:A" me)@;\ haduon - busttkesProvider Org: Vﬁt’( | oA

Service: ﬂ‘» f}iu MLt Senvicws - Provider Org: TPrCE / 0 L
indiy ¢ Aol
Service:

%Mﬂmﬁ ¥ LL(J,VM +

CAruitlcas €

Provider Org: 1 i(\/d A B Yo 1Rt inair

Service: Provider Org:
Service: Provider Org:
Service: Provider Org:

bubiey ? I ths | 2{9fo

Signature Date

.S{;LLLL; S

Print Name

402 West Washington Street, Room W353 Indiana polis, Indiana 46204-2739
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ENT CENTE?\’E AND RECOVERY FOCUSED
Indiana Access To Recovery (ATR) — Release of Information
INATR - 009

Client Name: :\’?ﬂ«u’ ik Date of Birth: | 1] 1151
Address: (15 (-u’{m vy (Read, hihwv[ wo, |N Ylb2ot

Section A: The Use and/or Disclosure Being Authorized

Protected Health Information to be Used and/or Disclosed: Specifically and meaningfully describe the protected
health information you are authorizing to be used and/or disclosed:

[4- Demographic Data GPRA information
% Client Information Sheet [4 Case Notes

Individualized Recovery Plan Voucher Information Report
& Client Log [X] Voucher Transaction Report

Other: Enter other information to be shared

Section B: Entities Authorized to Receive, Use or Disclose:

Name or specifically identify the persons or organizations (or the classes of persons and/or organizations), including
Volunteers of America, who you are authorizing to receive, to make use of, and/or to disclose the protected health
information described above:

| authorize information to be: (check one or both)

released TO Volunteers of America from each and all of the following:

a bt Bl = /51 1 Caden A -
Enter Agency/Individual PRCE[ ORI Enter Location + a“‘bﬁ Kt St *‘ﬂw’ , Ind JIN 2o
Enter Agency/Individual 'Q\WE L"’"M? (Rhder Enter Location -5 4% &{ﬁ” (¢ Jlnd ., IN Y %.Lg i
Enter Agency/Individual i Sarier Enter Location % A M, 3"‘,/1,«;, DYWL ) Ind s JN , He 220

Enter Agency/Individual “

Enter Location »)f;L Um}(“ﬁbgg ., IN, Yp2o2-
Enter Agency/Individual &

7‘ WS 5‘ Ot Enter Location

(Receipt of protected health information is limited to one health care provider per authorization form.)

released FROM Volunteers of America to each and all of the following:

Enter Agency/Individual Phee | oke ) Enter Location 2% ’77 }-{i Sone, nde,IN M e 2o

Enter Agency/Individual &Cadd € T‘Wf] Qe Enter Location Zb ¢ )W»’hﬁ ) Inds ‘N "(:fi‘z*‘»lz
Enter Agency/Individual Avigr STMICL ) Enter Location »_3;/ Wy Wi, 3.~41 I\fj Lz
Enter Agency/Individual S WSam Settt Enter Location 532 Cambw ot Y, . JIN Uzez-
Enter Agency/Individual Enter Location

SECTION C: Purpose
The information is being used/disclosed for the following purpose: Enter reason : M‘q,j citind H‘“M} 0 reCever "’f)

Continued on next page.

%



SECTION D: Expiration and Revocation

Expiration: This authorization will expire
Q15 days after my final contact with Indiana Access to Recovery
Or

] Enter occurance

Right to Revoke: | understand that | may revoke this authorization at any time by giving written notice of my
revocation to Volunteers of America. | understand that.revocation of this authorization will not affect any action taken
by Volunteers of America in reliance on this authorization before my written notice of revocation was received.
Written revocation should be sent to: Volunteers of America; at 611 North Capitol, Indianapolis, IN.

SECTION E: Alcohol & Drug Abuse Information

I understand that this authorization may include medical records of treatment for physical and/or emotional iliness,
including treatment of alcohol or drug abuse. | also understand that HIV, or AlD's-related information may be -
released.

SECTION F: Facsimile Communication

| understand that this information may be communicated by facsimile.

SECTION G: The Patient (or the Patient’s Legal Representative) Confirming the Authorization

| understand that:

+ this authorization is voluntary (you may refuse to sign);

+ my health care and payment for my health care will not be affected if | do not sign this form;

+ if the organization authorized to receive and/or use the information is not a health plan, health care provider, or health
care clearinghouse subject to federal health information privacy laws, the released information may no longer be
protected by federal privacy.

+ information disclosed pursuant to this authorization may be subject to re-disclosure by the recipient of the
information and no longer protected.

SIGNATURE:

| have had full opportunity to read and consider the contents of this authorization, and | confirm that the contents are
consistent with my direction to Volunteers of America. | understand that, by signing this form, | am confirming my
authorization that Volunteers of America may receive, use, and/or disclose to the persons and/or organizations
named in this form the protected health information described in this form.

Signature of Patient; ((”f/uéi:/j YhrAhe Date: /Y4

Signature of Legal Representative:

42 CFR PART 2:

This information is from records whose confidentiality is protected by federal law. Federal regulations (42 CFR Part
2) prohibits you from making any further disclosure of it without the specific written consent of the person to whom it
pertains, or as otherwise permitted by such regulations. A general authorization for the release of other information
is not for this purpose. The federal rules restrict any use of the information to criminally investigate or prosecute any
alcohol or drug abuse patient.

YOU ARE ENTITLED TO A COPY OF THIS AUTHORIZATION AFTER YOU SIGN IT.

Version 1/29//08 164.508 Authorization to Release Protected Health Information



CLIERT CENTERED AND RECOVERY FOCUSED
Indiana Access To Recovery (ATR) — Client Contact Log
INATR - 005

Client Name: JAMy S

Date: 2" Q’U“ Time:i ,3 5'5&”}m Activity: nt. lndbrviens Emp. Name: éj i .)

St CA’LW’L{&?MJ&{ L uadee Papuriosvic wi cient-Condusted GPEA ldarviews | Client scermwod

7t A Py i [ I iAn v u 7€ 7 A L o ‘;f A”'E:)
Diouked at Dprtgaiby O Dbt VE&W’N—Q/}}WMT Wverd, < Huaes hev plirhicpection W Wl kot

- s i neladsvotun wi v i ’é A.

Client Signature: UM e oA~ v Wladvighgs Wi hv dd)
= 174

Date: Q.fﬁ! D4 Time: 3:%0 - 445 pm Activity: Ik, Adiuin Emp. Name: Ayl S

Notes: (Yot Cendt File - Prered all olient who. wir W TS nd Stk wp rdkenalo SVoledre<
Lo Pneefosae @ Chald . Canter

Client Signature:

Date: > [ 14 ! D4 Time: ~L%HD pr Activity: @8 (t- {ﬂ‘ﬂ’ﬁ(’f* Emp. Name: A;ﬂ ;2&"1’} -

Notes: Qmﬂ m;[ clidnt tpond Jirst Inpley N+ Seuon u‘ Wﬂ{fl Y isshill éwﬂg‘m&iﬂ 1%
oot pwxjrfm,. Set up app+. e Pesonad Cotfuct on 32 (A .64 1500

\

Client Signature:

Date: Time: Activity: Emp. Name:

Notes:

Client Signature:

Date: Time: Activity: Emp. Name:

Notes:

Client Signature:

Date: Time: Activity: Emp. Name:

Notes:

Client Signature:

Date: Time: Activity: Emp. Name:

Notes:

Client Signature:
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Indiana Access To Recovery (ATR) — Individualized Recovery Planner - 2
INATR - 007

As a client uses their authorized units of vouchers and/or their needs change and new services are needed, the IRP should
be updated accordingly. The Recovery Consultant should work with the client to make sure they do not attempt to
participate in too many services at one time.

IRP UPDATE Information Date: ]2 (04

Has client used all services authorized on previous IRP? [ JYes [XINo
If no, which provider(s) still has unused/authorized vouchers noted on a previous IRP?
D not Wak AU hanSportaswi. UM - c‘rdo\ WA B0 wnuds In Feb-

If applicable, what ATR programs/services has the client successfully completed"

Completed 2 (ndaviduad Livgoloymard S M P (E)oAR

Has the client been given Satisfaction Survey’s for each completed program? @Yes [ INo

When is the client projected to discharge from ATR? 7/ /¢

Please note any new needs client has identified as barriers to entering or remaining in recovery?

u,m rmps.ai dd 1S 1 need OF a Cliniead apaesmmont pm\bu,, 1op & \mi AM ot Cﬂu&hﬂ

Please list the name of the Is thisanew  Est. Est. /
g _ Certified ATR Providerthe  type of ATR  Service = Service
Type of ATR ~ client has chosen for the / Service for  ~ Start End ~ Number of Units
Service/Program ~ service . the client? Date Date  Authorized
0 Ae e E A b, ol ot y
CMN((A‘ ASSAs) Middvwsiv %st /’5|‘5Iuﬁ 3| "J,U"i I
o . [Yes A 5|1 A Lol AN AR
vy Midtpvin CINo Hislod |2)2loq | (L Aoe It DOdays
A S ,: 1 e N, DY@S 2 i
'/Thbm‘ap[ﬂ(%(:hﬁ/\ PP((,{’/ / (07 a8 INo 7 !%{ 04 L”L)Dq ?)5
o - . [ ]Yes ial iy
puplojmans Ses | PRE] ope- No el | 412]on| Y Orowp

Ongoing IRP Notes:

Wil lovie at add st Commemet Wﬁ% e Jr)ﬂrd

If the Recovery Consultant has authorized services after phone contact with the client, the Recovery Consultant should
sign and date the IRP update page on the day it is created. The client is to sign the IRP Update pages at their monthly
face-to—iface meeting with the Recovery Consultant.

f‘%tUM 9@‘@{’ he l/(i/ 71

Client Signadlre Date

gt Seid ZKIPY

Recovéry Consultant Signature Date
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Indiana Access to Recovery (ATR) — Client Transfer Form
INATR - 020
I &u{ Li S,'{%(:ﬁ"t , understand that the Indiana Access to Recovery is a voluntary program
) (Enter Client’s Name)

and that my participation in the program is because I want to recover from my addictions. I understand that
there are a number of providers qualified to provide any service that I may require during my participation in the
ATR program. I also understand that I may choose the providers that provide services to me while I participate
in the program

From the available Recovery Consultants, I had selected VU i”(/‘f%kﬁ@g E“F : /(’V\A,ZM (I to provide

(Enter Recovery Consultant Agency)
me with Recovery Consultation services. At the time this decision was made no one exerted pressure on me to select this
particular provider and I was confident that this provider was best suited to meet my needs for recovery consultation. I
have found that this provider has not met my needs, so I am selecting another provider to replace my current provider.

From the available Recovery Consultants, I have selected }' V/?Z(/w ,/LUSS ‘u‘}’l’ to provide

(Enter Recovery Consultant Agency)
Recovery Consultation Services. No one has exerted pressure on me to select this particular provider and I am confident
that this provider is best suited to meet my needs for recovery consultation. I have chosen this agency because the old

Recovery Consultation agency W4 TW0 o i Luj ot UL .‘j/ AClosdil le AR
A huy ind -

I understand that the new Recovery Consultant will need to contact me. I authorize my chosen Recovery
Consultant to contact me by contacting me at the following:

Address: 79 /2?@01/%'1]/ Road [hdisnapolio , W Ho29/

Home Phone: 3]7-999~ 999 B Cell Phone: e Work Phone: /Wi

uj }mﬂwﬂf\, 4, 15, 09

Signature Date

402 West Washington Street, Room w-353, Indianapolis, Indiana 46204-2739



